ABSTRACT: Various types of diseases can involve the nasal vestibule. Diagnosis and treatment of a nasal vestibular mass is often challenging due to the anatomical features of the nasal vestibule. Here, we report a histologically proven case of squamous cell carcinoma of nasal vestibule in a female patient.
RADIOLOGY: CT scan of PNS.
Contrast enhanced CT scan of PNS ( Figure 2 ) was done which showed a polypoidal heterogeneously enchancing soft tissue density lesion measuring about 2.2 x 1.4 cm seen arising from the inner surface of the right antero inferior nasal cavity near the nostril. There was no evidence of bone erosion.
Clinically a differential diagnosis of rhinosporidiosis, inverted papilloma, and malignant tumor of nasal cavity was given. Other routine investigations were within normal limits and patient was posted for complete excision of the mass.
TREATMENT: Complete excision of the mass was done with cauterization of the base. The mass was sent for HPE. HISTOPATHOLOGICAL EXAMINATION: Gross specimen: Specimen consists of two irregular grey white to grey brown soft tissue masses largest measuring 2.5x1.3x0.5 cms and smaller one measuring 1x1x0.5 cms. Cut surface showed grey white to grey brown areas. Microscopy: Sections studied shows features of moderately differentiated squamous cell carcinoma.
POST-OPERATIVE FOLLOW UP:
Post-operative CT scan of PNS was done, which was normal and patient was advised radiotherapy.
DISCUSSION:
Squamous cell carcinoma (SCC) of the nasal vestibule is a rare condition. Surgery and radiotherapy are the most commonly used therapy entities, but no golden standard has been defined.
T-classification for cancers of the nasal vestibule proposed by Wang. T1: The lesion is limited to the nasal vestibule, relatively superficial, involving one or more sites within. T2: The lesion has extended from the nasal vestibule to its adjacent structures, such as the upper nasal septum, upper lip, philtrum, skin of the nose and/or the nasolabial fold, but not fixed to the underlying bone. T3: The lesion has become massive with extension to the hard palate, buccogingival sulcus, and large portion of the upper lip, upper nasal septum, and turbinate and/or adjacent paranasal sinuses, fixed with deep muscle or bone involvement.
Union Internationale Contre Le Cancer (2002) classification:
T1: Limited to one subsite. T2: Involves two subsites or adjacent nasoethmoidal site. T3: Invasion of medial wall/ floor orbit, maxillary sinus, palate, cribriform plate. T4a: Involvement of anterior orbit, skin of nose/cheek, anterior cranial fossa, pterygoid plates, sphenoid/ frontal sinuses. T4b: Involvement of orbital apex, dura, brain, middle cranial fossa, cranial nerves other than V2, nasopharynx, clivus.
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Squamous cell carcinoma of nasal vestibule behaves quite differently from carcinoma of the skin and presents problems in therapeutic management both to the surgeons and to the radiation therapist. The small, limited lesions can be treated either by surgery 13, 14 or by radiation therapy 15 alone with a satisfactory cure rate. The choice of treatment modality depends upon the cosmetic result following the procedure. If significant deformity or mutilation will result following surgery, radiation therapy should be the treatment of choice. Radiation therapy for these lesions calls for high dose of irradiation to a small volume of tissue.
For TI and early T2 lesions, radiation therapy can be delivered by a combination of external beam orthovoltage therapy, or electron beam therapy, and interstitial implant without significant radiation complications. For extensive T lesions, radical surgery with or without preoperative radiation therapy employing megavoltage technique is preferred. Nodal metastases are treated by preoperative radiation therapy and radical neck dissection. Because of the relatively low incidence of nodal metastases for the small limited lesions (Approximately 10%), elective neck irradiation or dissection is not warranted.
CONCLUSION:
Most patients with squamous cell carcinoma of the nasal vestibule have relatively limited lesion with a high likelihood of local control after either radiation therapy or surgery. Resection is a reasonable alternative if the lesion can be removed with a good functional and cosmetic result; otherwise, the preferred treatment is radiation therapy. For the correct diagnosis and corresponding optimal treatment of a vestibular mass, an interdisciplinary approach is of paramount importance.
